
2019/2020 District Rate Sheet 

For Oak Park Unified SD

CERTIFICATED/CLASSIFIED/ADMIN Empl Only Empl+One Empl+Family Pct

Health Three Tier Rates  2019/2020 2019/2020 2019/2020 Chg

CVT Bronze Plan    $468.00    $805.00  $1,015.00 0.9%

HDHP 1, RX-H1    $566.00    $974.00  $1,228.00 1.1%

KS 1 Active Chiro    $610.16  $1,049.31  $1,326.84 3.6%

KS 2 Active Chiro    $593.16  $1,021.31  $1,290.84 3.5%

KS 6 Active Chiro    $571.16    $982.31  $1,241.84 3.6%

PPO-1, RX-B  $1,019.00  $1,753.00  $2,211.00 1.0%

PPO-3, RX-B    $941.00  $1,618.00  $2,042.00 1.0%

PPO-5, RX-B    $895.00  $1,539.00  $1,942.00 1.0%

PPO-7, RX-B    $825.00  $1,419.00  $1,790.00 1.0%

WELL-1, RX-C    $843.00  $1,450.00  $1,830.00 1.1%

CERTIFICATED/CLASSIFIED/ADMIN Empl Only Empl+One Empl+Family Pct

Dental Three Tier Rates  2019/2020 2019/2020 2019/2020 Chg

Basic, $2,000 Annual Maximum,
Ortho 50/50 Adults & Children $1,000
Lifetime Max

    $58.39    $108.01    $166.36 0.0%

CERTIFICATED/CLASSIFIED/ADMIN Empl Only Empl+One Empl+Family Pct

Vision Three Tier Rates  2019/2020 2019/2020 2019/2020 Chg

Plan B $15.00 Copay      $7.65     $14.21     $21.88 0.0%
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MyCVT Online Member Enrollment 

Quick steps for account set-up 

MyCVT is a web-based site where you can enroll as a new member of California’s Valued Trust (CVT), 
choose a plan from several options that have been selected by your district or unit and make changes to 
your plan such as adding dependents or a change of address. 

MyCVT can be accessed by most computer browsers, including Microsoft Internet Explorer Version 7-11, 
Mozilla Firefox, Safari and Goggle Chrome. If you don’t have any of these browsers you may not be able to 
access the site.   

Getting started 
1. To access the site directly from your browser, type:  https://mycvt.cvtrust.org.
2. You may also access the portal from www.cvtrust.org. Click on the MyCVT logo in the upper, right-

hand corner of the page.
3. You will need the following information to create your account:

 Unique email address (you cannot use a shared or group email)

 Social Security number (do not use dashes in the form)

 Your district name and classification

 Password (six-digits minimum)

 Date of Birth

Creating your account 
1. From the MyCVT registration page, select “Create new account.” Complete the requested

information and submit.
2. Verify your date of birth.
3. A registration link will be sent to the unique email you submitted.
4. Click on the link in the email to complete the registration process.

You’re ready to go! 
1. Now you’re logged into the MyCVT portal and are ready to complete your member enrollment.
2. Or, if you want to come back later and complete enrollment, simply log-out. When you’re ready to

return, use your newly set up Email and Password to access your account.
3. If you’ve forgotten your password, don’t worry. Select “Request new password” on the login page

and follow the directions sent to your account email.

Questions 
If you have any questions about how to create your account, help is only a phone call away.  Contact your 
district office or CVT Member Services at 800-288-9870 

www.cvtrust.org 

 

https://mycvt.cvtrust.org/
http://www.cvtrust.org/
http://www.cvtrust.org/
LCastellano
Highlight



CVT PPO Health Plans with Anthem Blue Cross and CVS/caremark

Oak Park Unified SD - CERTIFICATED, CLASSIFIED, MANAGEMENT, TRUSTEES

October 1, 2019 - September 30, 2020
BENEFIT PPO 1B PPO 3B PPO 5B PPO 7B

Calendar Year Deductible $0
Individual: $100

Family: $200

Individual: $100

Family: $200

Individual: $250

Family: $500

Coinsurance Paid at 100%* Paid at 100%* after deductible is met Paid at 90%* after deductible is met Paid at 80%* after deductible is met

Calendar Year Out of Pocket Maximum
(includes medical/pharmacy deductible,
coinsurance, and copays)(2)

Individual: $1,250(2)

Family: $2,500(2)
Individual: $1,250(2)

Family: $2,500(2)
Individual: $1,250(2)

Family: $2,500(2)
Individual: $2,000(2)

Family: $4,000(2)

Doctor Visits
Primary Care Physician - $10 Copay

Specialty Physician - $10 Copay

Primary Care Physician - $20 Copay

Specialty Physician - $20 Copay

Primary Care Physician - $30 Copay

Specialty Physician - $30 Copay

Primary Care Physician - $30 Copay

Specialty Physician - $30 Copay

Preventive Care / Immunizations Paid at 100%* Paid at 100%* Paid at 100%* Paid at 100%*

Outpatient Diagnostic Tests
Non-Hospital - Paid at 100%*

Hospital - $50 copay, then paid at 100%*

Non-Hospital - Paid at 100%* after deductible

is met

Hospital - $50 copay, then paid at 100%*

after deductible is met

Non-Hospital - Paid at 90%* after deductible

is met

Hospital - $50 copay, then paid at 90%* after

deductible is met

Non-Hospital - Paid at 80%* after deductible

is met

Hospital - $50 copay, then paid at 80%* after

deductible is met

Outpatient Imaging
Non-Hospital - Paid at 100%*

Hospital - $75 copay, then paid at 100%*

Non-Hospital - Paid at 100%* after deductible

is met

Hospital - $75 copay, then paid at 100%*

after deductible is met

Non-Hospital - Paid at 90%* after deductible

is met

Hospital - $75 copay, then paid at 90%* after

deductible is met

Non-Hospital - Paid at 80%* after deductible

is met

Hospital - $75 copay, then paid at 80%* after

deductible is met

Durable Medical Equipment Paid at 100%* Paid at 100%* after deductible is met Paid at 90%* after deductible is met Paid at 80%* after deductible is met

Ambulance - Ground / Air Paid at 100%* of covered charges Paid at 100%* after deductible is met Paid at 90%* after deductible is met Paid at 80%* after deductible is met

Physical Therapy
Paid at 100%*(1)

(Copay, if applicable.)

Paid at 100%*(1) after deductible is met

(Copay, if applicable.)

Paid at 90%*(1) after deductible is met

(Copay, if applicable.)

Paid at 80%*(1) after deductible is met

(Copay, if applicable.)

Chiropractic
Paid at 100%*(1)

(Copay, if applicable.)

Paid at 100%*(1) after deductible is met

(Copay, if applicable.)

Paid at 90%*(1) after deductible is met

(Copay, if applicable.)

Paid at 80%*(1) after deductible is met

(Copay, if applicable.)

Acupuncture

Paid at 100%*

(Copay, if applicable)

Maximum of 12 visits per calendar year

Paid at 100%* after deductible is met

(Copay, if applicable)

Maximum of 12 visits per calendar year

Paid at 90%* after deductible is met

(Copay, if applicable)

Maximum of 12 visits per calendar year

Paid at 80%* after deductible is met

(Copay, if applicable)

Maximum of 12 visits per calendar year

Outpatient Surgery
Non-Hospital - Paid at 100%*

Hospital - $250 copay, then paid at 100%*

Non-Hospital - Paid at 100%* after deductible

is met

Hospital - $250 copay, then paid at 100%*

after deductible is met

Non-Hospital - Paid at 90%* after deductible

is met

Hospital - $250 copay, then paid at 90%*

after deductible is met

Non-Hospital - Paid at 80%* after deductible

is met

Hospital - $250 copay, then paid at 80%*

after deductible is met

Hospital Inpatient
Paid at 100%* 

Unlimited days, Semi-private room

Paid at 100%* after deductible is met;

Unlimited days, Semi-private room

Paid at 90%* after deductible is met;

Unlimited days, Semi-private room

Paid at 80%* after deductible is met;

Unlimited days, Semi-private room

Hospital Emergency Room

$100 Emergent Copay;

$175 Non-Emergent Copay

(Copay waived if admitted as inpatient) Paid

at 100%*

$100 Emergent Copay;

$175 Non-Emergent Copay

(Copay waived if admitted as inpatient) Paid

at 100%* after deductible is met

$100 Emergent Copay;

$175 Non-Emergent Copay

(Copay waived if admitted as inpatient) Paid

at 90%* after deductible is met

$100 Emergent Copay;

$175 Non-Emergent Copay

(Copay waived if admitted as inpatient) Paid

at 80%* after deductible is met

Urgent Care $10 Copay $20 Copay $30 Copay $30 Copay

Home Health Care
Paid at 100%*

Limited to 100 visits per calendar year

Paid at 100%* after deductible is met

Limited to 100 visits per calendar year

Paid at 90%* after deductible is met;

Limited to 100 visits per calendar year

Paid at 80%* after deductible is met;

Limited to 100 visits per calendar year



BENEFIT PPO 1B PPO 3B PPO 5B PPO 7B

Telehealth

MDLIVE - $5 copay for non-emergency

medical and dermatology conditions, $10

copay for Behavioral Health(2)

Call 1-888-632-2738 or visit mdlive.com/CVT.

MDLIVE - $5 copay for non-emergency

medical and dermatology conditions, $20

copay for Behavioral Health(2)

Call 1-888-632-2738 or visit mdlive.com/CVT.

MDLIVE - $5 copay for non-emergency

medical and dermatology conditions, $30

copay for Behavioral Health(2)

Call 1-888-632-2738 or visit mdlive.com/CVT.

MDLIVE - $5 copay for non-emergency

medical and dermatology conditions, $30

copay for Behavioral Health(2)

Call 1-888-632-2738 or visit mdlive.com/CVT.

Medical Decision Support

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit

myconsumermedical.com for expert medical

guidance

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit

myconsumermedical.com for expert medical

guidance

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit

myconsumermedical.com for expert medical

guidance

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit

myconsumermedical.com for expert medical

guidance

Employee Assistance Program (EAP)
through Beacon Health Options

Paid at 100% - Visit www.achievesolutions.

net/cvt or call 1-877-397-1032 to access

benefit(3)

Paid at 100% - Visit www.achievesolutions.

net/cvt or call 1-877-397-1032 to access

benefit(3)

Paid at 100% - Visit www.achievesolutions.

net/cvt or call 1-877-397-1032 to access

benefit(3)

Paid at 100% - Visit www.achievesolutions.

net/cvt or call 1-877-397-1032 to access

benefit(3)

Prescription Drugs

Retail (4)

$7 Generic

$15 Preferred

$30 Non-Preferred

(30-Day Supply)

Mail Order (4)

$15 Generic

$35 Preferred

$70 Non-Preferred

(90-Day Supply)

Retail (4)

$7 Generic

$15 Preferred

$30 Non-Preferred

(30-Day Supply)

Mail Order (4)

$15 Generic

$35 Preferred

$70 Non-Preferred

(90-Day Supply)

Retail (4)

$7 Generic

$15 Preferred

$30 Non-Preferred

(30-Day Supply)

Mail Order (4)

$15 Generic

$35 Preferred

$70 Non-Preferred

(90-Day Supply)

Retail (4)

$7 Generic

$15 Preferred

$30 Non-Preferred

(30-Day Supply)

Mail Order (4)

$15 Generic

$35 Preferred

$70 Non-Preferred

(90-Day Supply)

PPO Plans:  

* For Covered Expenses Only:  When using Non-PPO & Other Health Care Providers, members are responsible for any difference between the covered expense and actual charges, as well as any deductible & percentage copay.    All

percentages are based on payments to preferred hospitals, physicians and other network providers. 

(1) Non-Par Providers limited to a combined maximum of 13 visits per year.  

(2) Retired members enrolled in Medicare: (1) MDLIVE Behavioral Health visits are excluded (2) Pharmacy copayments will not apply to out of pocket maximums (3) CVT plans pay according to non-duplication of Medicare benefits

therefore this plan design is inclusive of Medicare's payment. 

(3) EAP - Up to 6 counseling sessions per covered member, per benefit year (max 2 episodes/courses of treatment).

(4) Copays for certain specialty medications may be set to available manufacturer-funded copay assistance for prescription plans A, B, C (includes Wellness), D and ValuRx

This summary is for comparison purposes only. Please refer to the actual benefit booklet for complete benefits at www.cvtrust.org/plan-documents.



CVT PPO Health Plans with Anthem Blue Cross and CVS/caremark

Oak Park Unified SD - CERTIFICATED, CLASSIFIED, MANAGEMENT, TRUSTEES

October 1, 2019 - September 30, 2020
BENEFIT PPO Wellness HDHP 1 PPO Bronze

Calendar Year Deductible
Individual: $500

Family: $1,000

Individual: $1,350

Family: $2,700

(No individual limit applies to family)

Individual: $5,000

Family: $10,000

Coinsurance Paid at 90%* after deductible is met Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Calendar Year Out of Pocket Maximum (includes
medical/pharmacy deductible, coinsurance, and copays)(2
)

Individual: $1,750

Family: $3,500

Individual: $4,250

Family: $8,500

Family = Employee with 1 or more covered dependents.

No one individual will pay more than $7,150.

Individual: $6,350

Family: $12,700

Doctor Visits
Primary Care Physician - $20 Copay

Specialty Physician - $40 Copay
Paid at 90%* after deductible is met

Primary Care Physician - First 3 visits covered in full

after $60 copay per visit; Remaining visits - Paid at 70%*

after deductible is met

Specialty Physician - Subject to deductible then $70

copay

Preventive Care / Immunizations Paid at 100%* Paid at 100%* Paid at 100%*

Outpatient Diagnostic Tests

Non-Hospital - Paid at 90%* after deductible is met

Hospital - $50 copay, then paid at 90% after deductible is

met

Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Outpatient Imaging

Non-Hospital - Paid at 90%* after deductible is met

Hospital - $75 copay, then paid at 90%* after deductible

is met

Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Durable Medical Equipment Paid at 90%* after deductible is met Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Ambulance - Ground / Air Paid at 90%* after deductible is met Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Physical Therapy
Paid at 90%*(1) after deductible is met

(Copay, if applicable.)
Paid at 90%*(1) after deductible is met Paid at 70%*(1) after deductible is met

Chiropractic
Paid at 90%*(1) after deductible is met

(Copay, if applicable.)
Paid at 90%*(1) after deductible is met Paid at 70%*(1) after deductible is met

Acupuncture

Paid at 90%* after deductible is met

(Copay, if applicable)

Maximum of 12 visits per calendar year

Paid at 90%* after deductible is met.

Maximum of 12 visits per calendar year

Paid at 70%* after deductible is met

Maximum of 12 visits per calendar year

Outpatient Surgery

Non-Hospital - Paid at 90%* after deductible is met

Hospital - $250 copay, then paid at 90%* after deductible

is met

Paid at 90%* after deductible is met Paid at 70%* after deductible is met

Hospital Inpatient
Paid at 90%* after deductible is met;

Unlimited days, Semi-private room

Paid at 90%* after deductible is met;

Unlimited days, Semi-private room

Paid at 70%* after deductible is met;

Unlimited days, Semi-private room

Hospital Emergency Room

$100 Emergent Copay;

$175 Non-Emergent Copay

(Copay waived if admitted as inpatient) Paid at 90%* after

deductible is met

Paid at 90%* after deductible is met
Subject to Deductible, then $250

Copay (copay waived if admitted as in-patient)

Urgent Care $20 Copay Paid at 90%* after deductible is met Subject to deductible, then $120 Copay

Home Health Care
Paid at 90%* after deductible is met;

Limited to 100 visits per calendar year

Paid at 90%* after deductible is met;

Limited to 100 visits per calendar year

Paid at 70%* after deductible is met;

Limited to 100 visits per calendar year



BENEFIT PPO Wellness HDHP 1 PPO Bronze

Telehealth

MDLIVE - $5 copay for non-emergency medical and

dermatology conditions, $40 copay for Behavioral Health

Call 1-888-632-2738 or visit mdlive.com/CVT.

MDLIVE - Paid at 90%* after deductible is met Call

1-888-632-2738 or visit mdlive.com/CVT for

non-emergency medical and dermatology conditions and

Behavioral Health.

MDLIVE - $5 copay for non-emergency medical and

dermatology conditions, $70 copay after deductible is met

for Behavioral Health Call 1-888-632-2738 or visit mdlive.

com/CVT.

Medical Decision Support

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit myconsumermedical.com

for expert medical guidance

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit myconsumermedical.com

for expert medical guidance

Consumer Medical - Your Medical Ally

Call 1-888-361-3944 or visit myconsumermedical.com

for expert medical guidance

Employee Assistance Program (EAP) through Beacon
Health Options

Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)
Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)
Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)

Prescription Drugs

Retail (4)

$7 Generic

$25 Pref

$40 Non-Pref

(30-Day Supply)

Mail Order (4)

$15 Generic

$60 Pref

$90 Non-Pref

(90-Day Supply)

Paid at 90%* after deductible is met

Retail

Subject to deductible, then

$25 Generic Copay

$50 Brand Copay

(30-Day Supply)

Mail Order

Subject to deductible, then

$50 Generic Copay

$100 Brand Copay

(90-Day Supply)

PPO Plans:  

* For Covered Expenses Only:  When using Non-PPO & Other Health Care Providers, members are responsible for any difference between the covered expense and actual charges, as well as any deductible & percentage copay.    All

percentages are based on payments to preferred hospitals, physicians and other network providers. 

(1) Non-Par Providers limited to a combined maximum of 13 visits per year.  

(2) Retired members enrolled in Medicare: (1) MDLIVE Behavioral Health visits are excluded (2) Pharmacy copayments will not apply to out of pocket maximums (3) CVT plans pay according to non-duplication of Medicare benefits

therefore this plan design is inclusive of Medicare's payment. 

(3) EAP - Up to 6 counseling sessions per covered member, per benefit year (max 2 episodes/courses of treatment).

(4) Copays for certain specialty medications may be set to available manufacturer-funded copay assistance for prescription plans A, B, C (includes Wellness), D and ValuRx

This summary is for comparison purposes only. Please refer to the actual benefit booklet for complete benefits at www.cvtrust.org/plan-documents.



CVT HMO Health Plans with Kaiser Permanente

Oak Park Unified SD - CERTIFICATED, CLASSIFIED, MANAGEMENT, TRUSTEES

October 1, 2019 - September 30, 2020
BENEFIT Kaiser 1 W / CHIRO Kaiser 2 W / CHIRO Kaiser 6 W / CHIRO

Calendar Year Deductible $0 $0 $0

Coinsurance Paid at 100%* Paid at 100%* Paid at 100%*

Calendar Year Out of Pocket Maximum (includes
medical/pharmacy deductible, coinsurance, and copays)(2
)

Individual: $1,500(2)

Family: $3,000(2)
Individual: $1,500(2)

Family: $3,000(2)
Individual: $1,500(2)

Family: $3,000(2)

Doctor Visits
Primary Care Physician - $10 Copay

Specialty Physician - $10 Copay

Primary Care Physician - $15 Copay

Specialty Physician - $15 Copay

Primary Care Physician - $25 Copay

Specialty Physician - $25 Copay

Preventive Care / Immunizations Paid at 100%* Paid at 100%* Paid at 100%*

Outpatient Diagnostic Tests Paid at 100%* Paid at 100%* Paid at 100%*

Outpatient Imaging
Radiation Therapy:Paid at 100%*

Chemotherapy:$10 Copay

Radiation Therapy:Paid at 100%*

Chemotherapy:$15 Copay

Radiation Therapy:Paid at 100%*

Chemotherapy:$25 Copay

Durable Medical Equipment Paid at 100%* Paid at 100%* Paid at 100%*

Ambulance - Ground / Air
Paid at 100%*

If Medically Necessary

Paid at 100%*

If Medically Necessary

$50 Per Trip

If Medically Necessary

Physical Therapy $10 Copay $15 Copay $25 Copay

Chiropractic

Benefit through PhysMetrics; $10 office visit copay; $15

daily max for out of network; Up to 40 visits per year -

After 12(th) visit must be pre-certified

Benefit through PhysMetrics; $10 office visit copay; $15

daily max for out of network; Up to 40 visits per year -

After 12(th) visit must be pre-certified

Benefit through PhysMetrics; $10 office visit copay; $15

daily max for out of network; Up to 40 visits per year -

After 12(th) visit must be pre-certified

Acupuncture
$10 Copay

Referral by Plan Physician

$15 Copay

Referral by Plan Physician

$25 Copay

Referral by Plan Physician

Outpatient Surgery $10 Copay $15 Copay $25 Copay

Hospital Inpatient Paid at 100%* Paid at 100%* $250 Copay

Hospital Emergency Room
$100 Copay

Copay waived if admitted as in-patient

$100 Copay

Copay waived if admitted as in-patient

$100 Copay

Copay waived if admitted as in-patient

Urgent Care $10 Copay $15 Copay $25 Copay

Home Health Care Paid at 100%* (Limits) Paid at 100%* (Limits) Paid at 100%* (Limits)

Telehealth For after-hours advice, call 1-888-576-6225 For after-hours advice, call 1-888-576-6225 For after-hours advice, call 1-888-576-6225

Medical Decision Support N/A N/A N/A

Employee Assistance Program (EAP) through Beacon
Health Options

Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)
Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)
Paid at 100% - Visit www.achievesolutions.net/cvt or

call 1-877-397-1032 to access benefit(3)

Prescription Drugs

Retail

$5 Generic

$10 Brand (Up to 30 Day

Supply)

$10 Generic

$20 Brand (31-60 Day

Supply)

$15 Generic

$30 Brand (61-100 Day

Supply)

Mail Order

$5 Generic

$10 Brand (30 Day Supply)

$10 Generic

$20 Brand

(31-100 Day Supply)

Retail

$5 Generic

$10 Brand (Up to 30 Day

Supply)

$10 Generic

$20 Brand (31-60 Day

Supply)

$15 Generic

$30 Brand

(61-100 Day Supply)

Mail Order

$5 Generic

$10 Brand (30 Day Supply)

$10 Generic

$20 Brand (31-100 Day

Supply)

Retail

$10 Generic

$20 Brand (Up to 30 Day

Supply)

$20 Generic

$40 Brand (31-60 Day

Supply)

$30 Generic

$60 Brand (61-100 Day

Supply)

Mail Order

$10 Generic

$20 Brand (30 Day Supply)

$20 Generic

$40 Brand (31-100 Day

Supply)



Kaiser Permanente Plans:

* For Covered Expenses Only

(2) The pharmacy copayments will not apply to out of pocket maximums for retirees enrolled in Medicare

NOTES:  Copays for Infertility:  Plans 1 - $10 Copay; Plan 2 -  $15 Copay; Plan 3 - 50% Copay; Plan 4 - $30 Copay;Plan 5 - $35 Copay; Plans 6-8 & Wellness - 50% Copay.

Copays for Allergy Injections:  Plans 1-5 - No Charge; Plans 6-7 & Wellness - $5 Per Visit; Plan 8 - No Charge.

Plan 6 - $175 allowance for lenses, frames & contacts every 24 months

(3) EAP - Up to 6 counseling sessions per covered member, per benefit year (max 2 episodes/courses of treatment).

This summary is for comparison purposes only. Please refer to the actual benefit booklet for complete benefits at www.cvtrust.org/plan-documents.



Oral Examinations: 2

Annual Cleanings: 2

X-rays

Fillings

Posterior Composite Restorations

Sealants

Covered Under Basic Services

Endodontics (root canals) Paid at: 70% - 100% * Paid at: 70% - 100% *

Covered Under Basic Services

Crowns, Inlays, Onlays &

Cast Restorations

Bridges

Dentures

Implants

Adults & Dependent Children

Lifetime Maximum: $1,000

12 Month Wait: No

** See back for additional details

PPO Network **
Premier Network and 

Out of Network **

Paid at:  100% * Paid at:  100% *

($1,000 maximum per enrollee 

each calendar year)

Paid at:

Paid at:

Orthodontic Benefits

Paid at:  70% - 100% *

70% - 100% *

70% - 100% *

70% - 100% *

70% - 100% *

Paid at:  50% *

Paid at:

Paid at:

Oak Park Unified School District

None

$2,200

Prosthodontics

Paid at:  50% * Paid at:  50% *

Delta Dental PPO Incentive Plan Summary of Benefits 
Effective October 1, 2019 to September 30, 2020

Diagnostic & Preventive Services

Basic Services 

Periodontics (gum treatment)

Oral Surgery (extraction)

Major Services

Benefits and Covered Services*

Calendar Year Deductible

70% - 100% *

($1,000 maximum per enrollee 

each calendar year)

None

$2,000

Paid at:

Paid at:

Paid at:

Paid at:

Paid at:  50% *

* This summary is for comparison purposes only.  The Evidence of Coverage should be consulted for a detailed description of the covered benefits and is 

available at www.cvtrust.org/plandocuments.

Dental Accident Benefits 

Calendar Year Maximum Benefit

Paid at:  70% - 100% *

70% - 100% *

70% - 100% *

70% - 100% *

520 E. Herndon Avenue - Fresno, CA 93720 - P  559-437-2960 - F  559-437-2965 - 800-CVT-9870 - cvtrust.org



What are my Delta Dental Network options?

The Delta Dental PPO plan allows you the option to visit any licensed dentist.  You will usually save more on your out-

of-pocket costs when you visit a Delta Dental PPO dentist.  The Delta Dental Premier network also provides cost-

saving features and is the next best option when you can’t find a PPO dentist.  Non-Delta Dental (Out of Network) 

dentists have no fee agreements with Delta Dental, so you will usually have the highest out-of-pocket costs when 

you visit a non-Delta Dental dentist.  You are responsible for the difference between what Delta Dental pays and the 

dentist’s fee.

How do I find a Delta Dental dentist?

To locate a Delta Dental dentist near you, check the dentist directory on the Delta Dental website 

(deltadentalins.com), which also provides a map to the dental office.  Or, to hear or receive a faxed listing of 

dentists in your area, call 866-499-3001.  Follow the automated instructions to search for a dentist.

How does my Delta Dental incentive plan work?

Your dental benefit incentive plan is designed to encourage regular visits to the dentist to keep your teeth and gums 

healthy.  Here is an example of how an incentive plan works.  (This is the most common incentive plan.  Check your 

benefits information for details of your particular incentive plan.)

What are my online resources?

The full Delta Dental website is a one-stop-shop for plan and oral health information. 

Also available in Spanish: es.deltadentalins.com.  

Create a free Online Services account at deltadentalins.com to:

• Locate a Delta Dental dentist

• Check benefits, eligibility, and claim status

• Opt for paperless statements

• View or print your ID card

• Check average dental costs in your area

Check out Your Dental Plan Support Guide for money-saving tips and treatment information.  And, don’t miss 

mysmileway.com – a great resource for oral health-related tools and tips.

Mobile?  Get the information you need on the go.  Bookmark or add a shortcut to the mobile site to return in 

just one tap from your phone. Download the free, convenient smartphone Delta Dental app from the App Store 

or Google Play.

520 E. Herndon Avenue - Fresno, CA 93720 - P  559-437-2960 - F  559-437-2965 - 800-CVT-9870 - cvtrust.org



Get the best in eye care and eyewear
with CALIFORNIA'S VALUED TRUST -
Plan B, $15 copay and VSP® Vision
Care.
At VSP, we invest in the things you value most—the best care
at the lowest out-of-pocket costs. Because we’re the only
national not-for-profit vision care company, you can trust that
we’ll always put your wellness first.

You’ll like what you see with VSP.
Value and Savings. You’ll enjoy more value and the lowest out-of-pocket
costs.

High Quality Vision Care. You’ll get the best care from a VSP provider,
including a WellVision Exam®—the most comprehensive exam designed
to detect eye and health conditions.

Choice of Providers. The decision is yours to make—choose a VSP doctor,
a participating retail chain, or any out-of-network provider.

Great Eyewear. It’s easy to find the perfect frame at a price that fits your
budget.

Using your VSP benefit is easy.
Create an account at vsp.com. Once your plan is effective, review your
benefit information.

Find an eye care provider who’s right for you. To find a VSP provider,
visit vsp.com or call 800.877.7195.

At your appointment, tell them you have VSP. There’s no ID card
necessary. If you’d like a card as a reference, you can print one on
vsp.com.

That’s it! We’ll handle the rest—there are no claim forms to complete when 
you see a VSP provider.

Choice in Eyewear
From classic styles to the latest designer frames, you’ll find hundreds of 
options. Choose from featured frame brands like Calvin Klein, Cole Haan, 
Flexon®, Lacoste, Nike, Nine West, and more1. Visit vsp.com to find a 
Premier Program location who carries these brands.

See why we’re consumers’ #1
choice in vision care2.

Contact us. 800.877.7195
vsp.com

Protect  
your vision 
with VSP. 

www.vsp.com
www.vsp.com
www.vsp.com
www.vsp.com
http://www.vsp.com


Your VSP Vision Benefits Summary
2019-2020
Oak Park Unified School District

VSP Provider Network: VSP Signature

FrequencyCopayDescriptionBenefit
Your Coverage with a VSP Provider

Every 12 months  $15 for exam
and glassesWellVision Exam Focuses on your eyes and overall wellness

Prescription Glasses

Every 24 monthsCombined with
examFrame

$150 allowance for a wide selection of frames
$170 allowance for featured frame brands
20% savings on the amount over your allowance
$80 Costco® frame allowance

Every 12 monthsCombined with
examLenses Single vision, lined bifocal, and lined trifocal lenses

Polycarbonate lenses for dependent children

Every 12 months

$0

Lens Enhancements

Standard progressive lenses
$80 - $90Premium progressive lenses

$120 - $160Custom progressive lenses
Average savings of 35-40% on other lens enhancements

Every 12 months$0Contacts (instead of
glasses)

$120 allowance for contacts and contact lens exam (fitting and
evaluation)
15% savings on a contact lens exam (fitting and evaluation)

Glasses and Sunglasses

Extra Savings

Extra $20 to spend on featured frame brands. Go to vsp.com/specialoffers for details.
30% savings on additional glasses and sunglasses, including lens enhancements, from the same VSP provider on the
same day as your WellVision Exam. Or get 20% from any VSP provider within 12 months of your last WellVision Exam.

Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam

Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities
After surgery, use your frame allowance (if eligible) for sunglasses from any VSP doctor

Your Coverage with Out-of-Network Providers

Visit vsp.com for details, if you plan to see a provider other than a VSP network provider.

Exam .............................................................................. up to $50
Frame ............................................................................ up to $70
Single Vision Lenses ........................................... up to $50

Lined Bifocal Lenses ........................................... up to $75
Lined Trifocal Lenses ....................................... up to $100

Progressive Lenses .............................................. up to $75
Contacts .................................................................... up to $105

Coverage with a participating retail chain may be different. Once your benefit is effective, visit vsp.com for details. Coverage information is subject to change. In the event of a conflict between this
information and your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable laws, benefits may vary by location.

Contact us. 800.877.7195 | vsp.com
1Brands/Promotion subject to change.

2Blueocean Market Intelligence National Vision Plan Member Research, 2014

©2014 Vision Service Plan. All rights reserved. VSP, VSP Vision care for life, and WellVision Exam are registered trademarks of Vision Service Plan. Flexon is a registered trademark of Marchon Eyewear,
Inc. All other company names and brands are trademarks or registered trademarks of their respective owners.

www.vsp.com
http://www.vsp.com


Life is busy. When you need more resources to manage it 

all, our employee assistance program (EAP) professionals 

can help. The EAP provides information, guidance, and 

support to help you and your family reach your personal 

and professional goals, manage daily stresses, and 

develop fulfilling relationships. 

The EAP is here to help

You don’t have to handle your concerns on your own. 

It’s OK to ask for help. In fact, seeking help early 

enables you to take immediate control of your situation 

and can prevent small issues from turning into big 

problems. EAP counselors are available 24 hours a day, 

seven days a week. Whether your concern is big or 

small, don’t hesitate to call.

BENEFITS OF THE EAP INCLUDE:

COUNSELING SERVICES

Talk one-on-one with an experienced, licensed counselor 

for support with stress management, strengthening 

relationships, work/life balance, grief and loss, and more. 

You can access a counselor face-to-face, online, by video, 

or by phone.

Each covered member can get up to six counseling 

sessions per benefit year (with a maximum of two 

courses of treatment). Clinical assistance is available 24 

hours a day/seven days a week. As with all EAP services, 

your conversation will be strictly confidential. 

LEGAL SERVICES (Free 30-minute consultation and 

discounted rates)

•  Divorce 

•  Landlord and tenant issues 

•  Real estate transactions 

•  Wills and power of attorney 

•  Civil lawsuits and contracts 

•  Identity theft recovery

FINANCIAL SERVICES (One 30-minute consultation 

with a financial coach per topic, per year)

Talk to a financial coach for guidance on:

•  Saving for college 

•  Debt consolidation 

•  Mortgage issues 

•  Estate planning 

•  General tax questions 

•  Retirement planning 

•  Family budgeting

WORK/LIFE SERVICES

•  Work/life resource and referral services

•  Child care services

•  Elder care services

1 .877.397.1032   |    www.achievesolutions.net/cvt

EMPLOYEE ASSISTANCE PROGRAM
CONFIDENTIAL SUPPORT FOR WORK AND LIFE

YOUR EMPLOYEE ASSISTANCE PROGRAM

Call for confidential support or  
information any time, day or night.

1-877-397-1032
www.achievesolutions.net/cvt



HOW CAN THE EAP HELP YOU?
Call the EAP for guidance and support managing work 
and life, including:

•  Achieving personal goals 

•  Finding care for an aging relative

•  Sorting through legal matters

•  Resolving conflicts

•  �Improving health such as weight loss, stress 

management, or quitting smoking

•  Planning for a strong financial future

•  Strengthening relationships

•  Improving communication skills

•  �Planning for life events such as a marriage or the 

birth of a child 

ONLINE RESOURCES
Visit the Achieve Solutions website to access articles, 

videos, calculators and assessments to help you improve 

your health and manage life events. You can also search for 

service providers in your area.

Topics include:

•  Depression

•  Marriage/couples

•  Stress management

•  Anxiety

•  Conflict management

•  Weight management

•  Communication

HOW THE EAP WORKS
•  �Access is easy and there’s no cost to you. Go online or 

call the toll-free phone number any time. Each member 

must call Beacon Health Options for authorization and 

referral before receiving services. Claims will not be 

paid without an authorization.

•  �Staffed by professionals.  
EAP professionals are highly trained and qualified. The 

information you receive is accurate, up to date, and 

relevant to your particular circumstances.

•  �Your call is private.  
Your personal information is kept confidential in 

accordance with federal and state laws.

Privacy is a priority

The EAP upholds strict confidentiality standards. Your 

personal information is kept confidential in accordance 

with federal and state laws. No one will know you have 

accessed the program services unless you specifically 

grant permission or express a concern that presents a 

legal obligation to release information (for example, if it is 

believed you are a danger to yourself or to others).

Call for confidential support or  
information any time, day or night.

1-877-397-1032
www.achievesolutions.net/cvt

This information sheet is for informational purposes only and 
does not guarantee eligibility for program services. Beacon 
Health Options services do not replace regular medical care. 
In an emergency, seek help immediately.

We Help People live their lives to the fu l l est p otent i a l .

1 .877.397.1032   |    www.achievesolutions.net/cvt

YOUR EMPLOYEE ASSISTANCE PROGRAM

Resources, referral, and support services for 
personal success:

•	 Fulfilling relationships

•	 Achieving personal goals

•	 Healthy living

•	 Resilience

•	 Managing life events 

•	 Legal services

•	 Financial services

•	 Work/life services 
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Anthem Blue Cross PPO Plan 1B
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

 Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 12,228.00 700.68 91.80 13,020.48 $9,127.00 3,893.48 389.35 8,214.30 4,806.18 480.62
 Employee Only  Emp+1  Emp+1 12,228.00 1,296.12 170.52 13,694.64 $9,127.00 4,567.64 456.76 8,214.30 5,480.34 548.03
 Employee Only  Family  Family 12,228.00 1,996.32 262.56 14,486.88 $9,127.00 5,359.88 535.99 8,214.30 6,272.58 627.26
 Employee+1 Dependent  Emp  Emp 21,036.00 700.68 91.80 21,828.48 $15,020.00 6,808.48 680.85 13,518.00 8,310.48 831.05
 Employee+1 Dependent  Emp+1  Emp+1 21,036.00 1,296.12 170.52 22,502.64 $15,020.00 7,482.64 748.26 13,518.00 8,984.64 898.46
 Employee+1 Dependent  Family  Family 21,036.00 1,996.32 262.56 23,294.88 $15,020.00 8,274.88 827.49 13,518.00 9,776.88 977.69
 Family Coverage  Emp  Emp 26,532.00 700.68 91.80 27,324.48 $19,127.00 8,197.48 819.75 17,214.30 10,110.18 1,011.02
 Family Coverage  Emp+1  Emp+1 26,532.00 1,296.12 170.52 27,998.64 $19,127.00 8,871.64 887.16 17,214.30 10,784.34 1,078.43
 Family Coverage  Family  Family 26,532.00 1,996.32 262.56 28,790.88 $19,127.00 9,663.88 966.39 17,214.30 11,576.58 1,157.66

Pro-rated Pro-rated Pro-rated Pro-rated
 Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 5,718.88 571.89 6,845.25 6,175.23 617.52 5,476.20 7,544.28 754.43 4,563.50 8,456.98 845.70
 Employee Only  Emp+1  Emp+1 7,301.60 6,393.04 639.30 6,845.25 6,849.39 684.94 5,476.20 8,218.44 821.84 4,563.50 9,131.14 913.11
 Employee Only  Family  Family 7,301.60 7,185.28 718.53 6,845.25 7,641.63 764.16 5,476.20 9,010.68 901.07 4,563.50 9,923.38 992.34
 Employee+1 Dependent  Emp  Emp 12,016.00 9,812.48 981.25 11,265.00 10,563.48 1,056.35 9,012.00 12,816.48 1,281.65 7,510.00 14,318.48 1,431.85
 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 10,486.64 1,048.66 11,265.00 11,237.64 1,123.76 9,012.00 13,490.64 1,349.06 7,510.00 14,992.64 1,499.26
 Employee+1 Dependent  Family  Family 12,016.00 11,278.88 1,127.89 11,265.00 12,029.88 1,202.99 9,012.00 14,282.88 1,428.29 7,510.00 15,784.88 1,578.49
 Family Coverage  Emp  Emp 15,301.60 12,022.88 1,202.29 14,345.25 12,979.23 1,297.92 11,476.20 15,848.28 1,584.83 9,563.50 17,760.98 1,776.10
 Family Coverage  Emp+1  Emp+1 15,301.60 12,697.04 1,269.70 14,345.25 13,653.39 1,365.34 11,476.20 16,522.44 1,652.24 9,563.50 18,435.14 1,843.51
 Family Coverage  Family  Family 15,301.60 13,489.28 1,348.93 14,345.25 14,445.63 1,444.56 11,476.20 17,314.68 1,731.47 9,563.50 19,227.38 1,922.74

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.

Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS:

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION
Payroll Deduction Payroll Deduction

0.50 FTE PAYROLL DEDUCTION
Payroll Deduction

0.8 FTE PAYROLL DEDUCTION
Payroll Deduction

0.75 FTE PAYROLL DEDUCTION
Payroll Deduction

0.60 FTE PAYROLL DEDUCTION
Payroll Deduction
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Anthem Blue Cross PPO Plan 3B
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

 Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 11,292.00 700.68 91.80 12,084.48 $9,127.00 2,957.48 295.75 8,214.30 3,870.18 387.02
 Employee Only  Emp+1  Emp+1 11,292.00 1,296.12 170.52 12,758.64 $9,127.00 3,631.64 363.16 8,214.30 4,544.34 454.43
 Employee Only  Family  Family 11,292.00 1,996.32 262.56 13,550.88 $9,127.00 4,423.88 442.39 8,214.30 5,336.58 533.66
 Employee+1 Dependent  Emp  Emp 19,416.00 700.68 91.80 20,208.48 $15,020.00 5,188.48 518.85 13,518.00 6,690.48 669.05
 Employee+1 Dependent  Emp+1  Emp+1 19,416.00 1,296.12 170.52 20,882.64 $15,020.00 5,862.64 586.26 13,518.00 7,364.64 736.46
 Employee+1 Dependent  Family  Family 19,416.00 1,996.32 262.56 21,674.88 $15,020.00 6,654.88 665.49 13,518.00 8,156.88 815.69
 Family Coverage  Emp  Emp 24,492.00 700.68 91.80 25,284.48 $19,127.00 6,157.48 615.75 17,214.30 8,070.18 807.02
 Family Coverage  Emp+1  Emp+1 24,492.00 1,296.12 170.52 25,958.64 $19,127.00 6,831.64 683.16 17,214.30 8,744.34 874.43
 Family Coverage  Family  Family 24,492.00 1,996.32 262.56 26,750.88 $19,127.00 7,623.88 762.39 17,214.30 9,536.58 953.66

Pro-rated Pro-rated Pro-rated Pro-rated
 Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 4,782.88 478.29 6,845.25 5,239.23 523.92 5,476.20 6,608.28 660.83 4,563.50 7,520.98 752.10
 Employee Only  Emp+1  Emp+1 7,301.60 5,457.04 545.70 6,845.25 5,913.39 591.34 5,476.20 7,282.44 728.24 4,563.50 8,195.14 819.51
 Employee Only  Family  Family 7,301.60 6,249.28 624.93 6,845.25 6,705.63 670.56 5,476.20 8,074.68 807.47 4,563.50 8,987.38 898.74
 Employee+1 Dependent  Emp  Emp 12,016.00 8,192.48 819.25 11,265.00 8,943.48 894.35 9,012.00 11,196.48 1,119.65 7,510.00 12,698.48 1,269.85
 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 8,866.64 886.66 11,265.00 9,617.64 961.76 9,012.00 11,870.64 1,187.06 7,510.00 13,372.64 1,337.26
 Employee+1 Dependent  Family  Family 12,016.00 9,658.88 965.89 11,265.00 10,409.88 1,040.99 9,012.00 12,662.88 1,266.29 7,510.00 14,164.88 1,416.49
 Family Coverage  Emp  Emp 15,301.60 9,982.88 998.29 14,345.25 10,939.23 1,093.92 11,476.20 13,808.28 1,380.83 9,563.50 15,720.98 1,572.10
 Family Coverage  Emp+1  Emp+1 15,301.60 10,657.04 1,065.70 14,345.25 11,613.39 1,161.34 11,476.20 14,482.44 1,448.24 9,563.50 16,395.14 1,639.51
 Family Coverage  Family  Family 15,301.60 11,449.28 1,144.93 14,345.25 12,405.63 1,240.56 11,476.20 15,274.68 1,527.47 9,563.50 17,187.38 1,718.74

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION
Payroll Deduction Payroll Deduction

0.60 FTE PAYROLL DEDUCTION 0.50 FTE PAYROLL DEDUCTION
Payroll Deduction Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION
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Anthem Blue Cross PPO Plan 5B
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 10,740.00 700.68 91.80 11,532.48 $9,127.00 2,405.48 240.55 8,214.30 3,318.18 331.82
 Employee Only  Emp+1  Emp+1 10,740.00 1,296.12 170.52 12,206.64 $9,127.00 3,079.64 307.96 8,214.30 3,992.34 399.23
 Employee Only  Family  Family 10,740.00 1,996.32 262.56 12,998.88 $9,127.00 3,871.88 387.19 8,214.30 4,784.58 478.46
 Employee+1 Dependent  Emp  Emp 18,468.00 700.68 91.80 19,260.48 $15,020.00 4,240.48 424.05 13,518.00 5,742.48 574.25
 Employee+1 Dependent  Emp+1  Emp+1 18,468.00 1,296.12 170.52 19,934.64 $15,020.00 4,914.64 491.46 13,518.00 6,416.64 641.66
 Employee+1 Dependent  Family  Family 18,468.00 1,996.32 262.56 20,726.88 $15,020.00 5,706.88 570.69 13,518.00 7,208.88 720.89
 Family Coverage  Emp  Emp 23,304.00 700.68 91.80 24,096.48 $19,127.00 4,969.48 496.95 17,214.30 6,882.18 688.22
 Family Coverage  Emp+1  Emp+1 23,304.00 1,296.12 170.52 24,770.64 $19,127.00 5,643.64 564.36 17,214.30 7,556.34 755.63
 Family Coverage  Family  Family 23,304.00 1,996.32 262.56 25,562.88 $19,127.00 6,435.88 643.59 17,214.30 8,348.58 834.86

Pro-rated Pro-rated Pro-rated Pro-rated

Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 4,230.88 423.09 6,845.25 4,687.23 468.72 5,476.20 6,056.28 605.63 4,563.50 6,968.98 696.90
 Employee Only  Emp+1  Emp+1 7,301.60 4,905.04 490.50 6,845.25 5,361.39 536.14 5,476.20 6,730.44 673.04 4,563.50 7,643.14 764.31
 Employee Only  Family  Family 7,301.60 5,697.28 569.73 6,845.25 6,153.63 615.36 5,476.20 7,522.68 752.27 4,563.50 8,435.38 843.54
 Employee+1 Dependent  Emp  Emp 12,016.00 7,244.48 724.45 11,265.00 7,995.48 799.55 9,012.00 10,248.48 1,024.85 7,510.00 11,750.48 1,175.05
 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 7,918.64 791.86 11,265.00 8,669.64 866.96 9,012.00 10,922.64 1,092.26 7,510.00 12,424.64 1,242.46
 Employee+1 Dependent  Family  Family 12,016.00 8,710.88 871.09 11,265.00 9,461.88 946.19 9,012.00 11,714.88 1,171.49 7,510.00 13,216.88 1,321.69
 Family Coverage  Emp  Emp 15,301.60 8,794.88 879.49 14,345.25 9,751.23 975.12 11,476.20 12,620.28 1,262.03 9,563.50 14,532.98 1,453.30
 Family Coverage  Emp+1  Emp+1 15,301.60 9,469.04 946.90 14,345.25 10,425.39 1,042.54 11,476.20 13,294.44 1,329.44 9,563.50 15,207.14 1,520.71
 Family Coverage  Family  Family 15,301.60 10,261.28 1,026.13 14,345.25 11,217.63 1,121.76 11,476.20 14,086.68 1,408.67 9,563.50 15,999.38 1,599.94

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION
Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION
Payroll Deduction Payroll Deduction

0.50 FTE PAYROLL DEDUCTION
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Anthem Blue Cross PPO Plan 7B
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 9,900.00 700.68 91.80 10,692.48 $9,127.00 1,565.48 156.55 8,214.30 2,478.18 247.82

 Employee Only  Emp+1  Emp+1 9,900.00 1,296.12 170.52 11,366.64 $9,127.00 2,239.64 223.96 8,214.30 3,152.34 315.23

 Employee Only  Family  Family 9,900.00 1,996.32 262.56 12,158.88 $9,127.00 3,031.88 303.19 8,214.30 3,944.58 394.46

 Employee+1 Dependent  Emp  Emp 17,028.00 700.68 91.80 17,820.48 $15,020.00 2,800.48 280.05 13,518.00 4,302.48 430.25

 Employee+1 Dependent  Emp+1  Emp+1 17,028.00 1,296.12 170.52 18,494.64 $15,020.00 3,474.64 347.46 13,518.00 4,976.64 497.66

 Employee+1 Dependent  Family  Family 17,028.00 1,996.32 262.56 19,286.88 $15,020.00 4,266.88 426.69 13,518.00 5,768.88 576.89

 Family Coverage  Emp  Emp 21,480.00 700.68 91.80 22,272.48 $19,127.00 3,145.48 314.55 17,214.30 5,058.18 505.82

 Family Coverage  Emp+1  Emp+1 21,480.00 1,296.12 170.52 22,946.64 $19,127.00 3,819.64 381.96 17,214.30 5,732.34 573.23

 Family Coverage  Family  Family 21,480.00 1,996.32 262.56 23,738.88 $19,127.00 4,611.88 461.19 17,214.30 6,524.58 652.46

Pro-rated Pro-rated Pro-rated Pro-rated

Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 3,390.88 339.09 6,845.25 3,847.23 384.72 5,476.20 5,216.28 521.63 4,563.50 6,128.98 612.90

 Employee Only  Emp+1  Emp+1 7,301.60 4,065.04 406.50 6,845.25 4,521.39 452.14 5,476.20 5,890.44 589.04 4,563.50 6,803.14 680.31

 Employee Only  Family  Family 7,301.60 4,857.28 485.73 6,845.25 5,313.63 531.36 5,476.20 6,682.68 668.27 4,563.50 7,595.38 759.54

 Employee+1 Dependent  Emp  Emp 12,016.00 5,804.48 580.45 11,265.00 6,555.48 655.55 9,012.00 8,808.48 880.85 7,510.00 10,310.48 1,031.05

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 6,478.64 647.86 11,265.00 7,229.64 722.96 9,012.00 9,482.64 948.26 7,510.00 10,984.64 1,098.46

 Employee+1 Dependent  Family  Family 12,016.00 7,270.88 727.09 11,265.00 8,021.88 802.19 9,012.00 10,274.88 1,027.49 7,510.00 11,776.88 1,177.69

 Family Coverage  Emp  Emp 15,301.60 6,970.88 697.09 14,345.25 7,927.23 792.72 11,476.20 10,796.28 1,079.63 9,563.50 12,708.98 1,270.90

 Family Coverage  Emp+1  Emp+1 15,301.60 7,645.04 764.50 14,345.25 8,601.39 860.14 11,476.20 11,470.44 1,147.04 9,563.50 13,383.14 1,338.31

 Family Coverage  Family  Family 15,301.60 8,437.28 843.73 14,345.25 9,393.63 939.36 11,476.20 12,262.68 1,226.27 9,563.50 14,175.38 1,417.54

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS: Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION

Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

0.50 FTE PAYROLL DEDUCTION
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CVT Bronze Plan
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 5,616.00 700.68 91.80 6,408.48 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee Only  Emp+1  Emp+1 5,616.00 1,296.12 170.52 7,082.64 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee Only  Family  Family 5,616.00 1,996.32 262.56 7,874.88 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee+1 Dependent  Emp  Emp 9,660.00 700.68 91.80 10,452.48 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Emp+1  Emp+1 9,660.00 1,296.12 170.52 11,126.64 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Family  Family 9,660.00 1,996.32 262.56 11,918.88 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Family Coverage  Emp  Emp 12,180.00 700.68 91.80 12,972.48 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Emp+1  Emp+1 12,180.00 1,296.12 170.52 13,646.64 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Family  Family 12,180.00 1,996.32 262.56 14,438.88 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

Pro-rated Pro-rated Pro-rated Pro-rated
Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 0.00 0.00 6,845.25 0.00 0.00 5,476.20 932.28 93.23 4,563.50 1,844.98 184.50

 Employee Only  Emp+1  Emp+1 7,301.60 0.00 0.00 6,845.25 237.39 23.74 5,476.20 1,606.44 160.64 4,563.50 2,519.14 251.91

 Employee Only  Family  Family 7,301.60 573.28 57.33 6,845.25 1,029.63 102.96 5,476.20 2,398.68 239.87 4,563.50 3,311.38 331.14

 Employee+1 Dependent  Emp  Emp 12,016.00 0.00 0.00 11,265.00 0.00 0.00 9,012.00 1,440.48 144.05 7,510.00 2,942.48 294.25

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 0.00 0.00 11,265.00 0.00 0.00 9,012.00 2,114.64 211.46 7,510.00 3,616.64 361.66

 Employee+1 Dependent  Family  Family 12,016.00 0.00 0.00 11,265.00 653.88 65.39 9,012.00 2,906.88 290.69 7,510.00 4,408.88 440.89

 Family Coverage  Emp  Emp 15,301.60 0.00 0.00 14,345.25 0.00 0.00 11,476.20 1,496.28 149.63 9,563.50 3,408.98 340.90

 Family Coverage  Emp+1  Emp+1 15,301.60 0.00 0.00 14,345.25 0.00 0.00 11,476.20 2,170.44 217.04 9,563.50 4,083.14 408.31

 Family Coverage  Family  Family 15,301.60 0.00 0.00 14,345.25 93.63 9.36 11,476.20 2,962.68 296.27 9,563.50 4,875.38 487.54

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

0.50 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION
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Anthem Blue Cross Wellness PPO Plan 1 RxC
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 10,116.00 700.68 91.80 10,908.48 $9,127.00 1,781.48 178.15 8,214.30 2,694.18 269.42

 Employee Only  Emp+1  Emp+1 10,116.00 1,296.12 170.52 11,582.64 $9,127.00 2,455.64 245.56 8,214.30 3,368.34 336.83

 Employee Only  Family  Family 10,116.00 1,996.32 262.56 12,374.88 $9,127.00 3,247.88 324.79 8,214.30 4,160.58 416.06

 Employee+1 Dependent  Emp  Emp 17,400.00 700.68 91.80 18,192.48 $15,020.00 3,172.48 317.25 13,518.00 4,674.48 467.45

 Employee+1 Dependent  Emp+1  Emp+1 17,400.00 1,296.12 170.52 18,866.64 $15,020.00 3,846.64 384.66 13,518.00 5,348.64 534.86

 Employee+1 Dependent  Family  Family 17,400.00 1,996.32 262.56 19,658.88 $15,020.00 4,638.88 463.89 13,518.00 6,140.88 614.09

 Family Coverage  Emp  Emp 21,960.00 700.68 91.80 22,752.48 $19,127.00 3,625.48 362.55 17,214.30 5,538.18 553.82

 Family Coverage  Emp+1  Emp+1 21,960.00 1,296.12 170.52 23,426.64 $19,127.00 4,299.64 429.96 17,214.30 6,212.34 621.23

 Family Coverage  Family  Family 21,960.00 1,996.32 262.56 24,218.88 $19,127.00 5,091.88 509.19 17,214.30 7,004.58 700.46

Pro-rated Pro-rated Pro-rated Pro-rated
Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 3,606.88 360.69 6,845.25 4,063.23 406.32 5,476.20 5,432.28 543.23 4,563.50 6,344.98 634.50

 Employee Only  Emp+1  Emp+1 7,301.60 4,281.04 428.10 6,845.25 4,737.39 473.74 5,476.20 6,106.44 610.64 4,563.50 7,019.14 701.91

 Employee Only  Family  Family 7,301.60 5,073.28 507.33 6,845.25 5,529.63 552.96 5,476.20 6,898.68 689.87 4,563.50 7,811.38 781.14

 Employee+1 Dependent  Emp  Emp 12,016.00 6,176.48 617.65 11,265.00 6,927.48 692.75 9,012.00 9,180.48 918.05 7,510.00 10,682.48 1,068.25

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 6,850.64 685.06 11,265.00 7,601.64 760.16 9,012.00 9,854.64 985.46 7,510.00 11,356.64 1,135.66

 Employee+1 Dependent  Family  Family 12,016.00 7,642.88 764.29 11,265.00 8,393.88 839.39 9,012.00 10,646.88 1,064.69 7,510.00 12,148.88 1,214.89

 Family Coverage  Emp  Emp 15,301.60 7,450.88 745.09 14,345.25 8,407.23 840.72 11,476.20 11,276.28 1,127.63 9,563.50 13,188.98 1,318.90

 Family Coverage  Emp+1  Emp+1 15,301.60 8,125.04 812.50 14,345.25 9,081.39 908.14 11,476.20 11,950.44 1,195.04 9,563.50 13,863.14 1,386.31

 Family Coverage  Family  Family 15,301.60 8,917.28 891.73 14,345.25 9,873.63 987.36 11,476.20 12,742.68 1,274.27 9,563.50 14,655.38 1,465.54

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS:

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION 0.50 FTE PAYROLL DEDUCTION

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

Payroll Deduction Payroll Deduction Payroll Deduction Payroll Deduction
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Anthem Blue Cross PPO HDHP 1 Rx H1
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated
Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 6,792.00 700.68 91.80 7,584.48 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee Only  Emp+1  Emp+1 6,792.00 1,296.12 170.52 8,258.64 $9,127.00 0.00 0.00 8,214.30 44.34 4.43

 Employee Only  Family  Family 6,792.00 1,996.32 262.56 9,050.88 $9,127.00 0.00 0.00 8,214.30 836.58 83.66

 Employee+1 Dependent  Emp  Emp 11,688.00 700.68 91.80 12,480.48 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Emp+1  Emp+1 11,688.00 1,296.12 170.52 13,154.64 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Family  Family 11,688.00 1,996.32 262.56 13,946.88 $15,020.00 0.00 0.00 13,518.00 428.88 42.89

 Family Coverage  Emp  Emp 14,736.00 700.68 91.80 15,528.48 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Emp+1  Emp+1 14,736.00 1,296.12 170.52 16,202.64 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Family  Family 14,736.00 1,996.32 262.56 16,994.88 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

Pro-rated Pro-rated Pro-rated Pro-rated
Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 282.88 28.29 6,845.25 739.23 73.92 5,476.20 2,108.28 210.83 4,563.50 3,020.98 302.10

 Employee Only  Emp+1  Emp+1 7,301.60 957.04 95.70 6,845.25 1,413.39 141.34 5,476.20 2,782.44 278.24 4,563.50 3,695.14 369.51

 Employee Only  Family  Family 7,301.60 1,749.28 174.93 6,845.25 2,205.63 220.56 5,476.20 3,574.68 357.47 4,563.50 4,487.38 448.74

 Employee+1 Dependent  Emp  Emp 12,016.00 464.48 46.45 11,265.00 1,215.48 121.55 9,012.00 3,468.48 346.85 7,510.00 4,970.48 497.05

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 1,138.64 113.86 11,265.00 1,889.64 188.96 9,012.00 4,142.64 414.26 7,510.00 5,644.64 564.46

 Employee+1 Dependent  Family  Family 12,016.00 1,930.88 193.09 11,265.00 2,681.88 268.19 9,012.00 4,934.88 493.49 7,510.00 6,436.88 643.69

 Family Coverage  Emp  Emp 15,301.60 226.88 22.69 14,345.25 1,183.23 118.32 11,476.20 4,052.28 405.23 9,563.50 5,964.98 596.50

 Family Coverage  Emp+1  Emp+1 15,301.60 901.04 90.10 14,345.25 1,857.39 185.74 11,476.20 4,726.44 472.64 9,563.50 6,639.14 663.91

 Family Coverage  Family  Family 15,301.60 1,693.28 169.33 14,345.25 2,649.63 264.96 11,476.20 5,518.68 551.87 9,563.50 7,431.38 743.14

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS: Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION
Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

0.50 FTE PAYROLL DEDUCTION
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Kaiser HMO Plan 1 (with Chiropractic and Vision Exam (without Lenses))
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated
Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 7,321.92 700.68 91.80 8,114.40 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee Only  Emp+1  Emp+1 7,321.92 1,296.12 170.52 8,788.56 $9,127.00 0.00 0.00 8,214.30 574.26 57.43

 Employee Only  Family  Family 7,321.92 1,996.32 262.56 9,580.80 $9,127.00 453.80 45.38 8,214.30 1,366.50 136.65

 Employee+1 Dependent  Emp  Emp 12,591.72 700.68 91.80 13,384.20 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Emp+1  Emp+1 12,591.72 1,296.12 170.52 14,058.36 $15,020.00 0.00 0.00 13,518.00 540.36 54.04

 Employee+1 Dependent  Family  Family 12,591.72 1,996.32 262.56 14,850.60 $15,020.00 0.00 0.00 13,518.00 1,332.60 133.26

 Family Coverage  Emp  Emp 15,922.08 700.68 91.80 16,714.56 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Emp+1  Emp+1 15,922.08 1,296.12 170.52 17,388.72 $19,127.00 0.00 0.00 17,214.30 174.42 17.44

 Family Coverage  Family  Family 15,922.08 1,996.32 262.56 18,180.96 $19,127.00 0.00 0.00 17,214.30 966.66 96.67

Pro-rated Pro-rated Pro-rated Pro-rated
Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 812.80 81.28 6,845.25 1,269.15 126.92 5,476.20 2,638.20 263.82 4,563.50 3,550.90 355.09

 Employee Only  Emp+1  Emp+1 7,301.60 1,486.96 148.70 6,845.25 1,943.31 194.33 5,476.20 3,312.36 331.24 4,563.50 4,225.06 422.51

 Employee Only  Family  Family 7,301.60 2,279.20 227.92 6,845.25 2,735.55 273.56 5,476.20 4,104.60 410.46 4,563.50 5,017.30 501.73

 Employee+1 Dependent  Emp  Emp 12,016.00 1,368.20 136.82 11,265.00 2,119.20 211.92 9,012.00 4,372.20 437.22 7,510.00 5,874.20 587.42

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 2,042.36 204.24 11,265.00 2,793.36 279.34 9,012.00 5,046.36 504.64 7,510.00 6,548.36 654.84

 Employee+1 Dependent  Family  Family 12,016.00 2,834.60 283.46 11,265.00 3,585.60 358.56 9,012.00 5,838.60 583.86 7,510.00 7,340.60 734.06

 Family Coverage  Emp  Emp 15,301.60 1,412.96 141.30 14,345.25 2,369.31 236.93 11,476.20 5,238.36 523.84 9,563.50 7,151.06 715.11

 Family Coverage  Emp+1  Emp+1 15,301.60 2,087.12 208.71 14,345.25 3,043.47 304.35 11,476.20 5,912.52 591.25 9,563.50 7,825.22 782.52

 Family Coverage  Family  Family 15,301.60 2,879.36 287.94 14,345.25 3,835.71 383.57 11,476.20 6,704.76 670.48 9,563.50 8,617.46 861.75

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS: THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH BENEFIT 
COVERAGE FOR YOURSELF AND DEPENDENTS:

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

0.60 FTE PAYROLL DEDUCTION 0.50 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

Payroll Deduction Payroll Deduction Payroll Deduction Payroll Deduction

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION
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Kaiser HMO Plan 2 (with Chiropractic and Vision Exam (without Lenses))
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated
Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 7,117.92 700.68 91.80 7,910.40 $9,127.00 0.00 0.00 8,214.30 0.00 0.00

 Employee Only  Emp+1  Emp+1 7,117.92 1,296.12 170.52 8,584.56 $9,127.00 0.00 0.00 8,214.30 370.26 37.03

 Employee Only  Family  Family 7,117.92 1,996.32 262.56 9,376.80 $9,127.00 249.80 24.98 8,214.30 1,162.50 116.25

 Employee+1 Dependent  Emp  Emp 12,255.72 700.68 91.80 13,048.20 $15,020.00 0.00 0.00 13,518.00 0.00 0.00

 Employee+1 Dependent  Emp+1  Emp+1 12,255.72 1,296.12 170.52 13,722.36 $15,020.00 0.00 0.00 13,518.00 204.36 20.44

 Employee+1 Dependent  Family  Family 12,255.72 1,996.32 262.56 14,514.60 $15,020.00 0.00 0.00 13,518.00 996.60 99.66

 Family Coverage  Emp  Emp 15,490.08 700.68 91.80 16,282.56 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Emp+1  Emp+1 15,490.08 1,296.12 170.52 16,956.72 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

 Family Coverage  Family  Family 15,490.08 1,996.32 262.56 17,748.96 $19,127.00 0.00 0.00 17,214.30 534.66 53.47

Pro-rated Pro-rated Pro-rated Pro-rated

Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 608.80 60.88 6,845.25 1,065.15 106.52 5,476.20 2,434.20 243.42 4,563.50 3,346.90 334.69

 Employee Only  Emp+1  Emp+1 7,301.60 1,282.96 128.30 6,845.25 1,739.31 173.93 5,476.20 3,108.36 310.84 4,563.50 4,021.06 402.11

 Employee Only  Family  Family 7,301.60 2,075.20 207.52 6,845.25 2,531.55 253.16 5,476.20 3,900.60 390.06 4,563.50 4,813.30 481.33

 Employee+1 Dependent  Emp  Emp 12,016.00 1,032.20 103.22 11,265.00 1,783.20 178.32 9,012.00 4,036.20 403.62 7,510.00 5,538.20 553.82

 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 1,706.36 170.64 11,265.00 2,457.36 245.74 9,012.00 4,710.36 471.04 7,510.00 6,212.36 621.24

 Employee+1 Dependent  Family  Family 12,016.00 2,498.60 249.86 11,265.00 3,249.60 324.96 9,012.00 5,502.60 550.26 7,510.00 7,004.60 700.46

 Family Coverage  Emp  Emp 15,301.60 980.96 98.10 14,345.25 1,937.31 193.73 11,476.20 4,806.36 480.64 9,563.50 6,719.06 671.91

 Family Coverage  Emp+1  Emp+1 15,301.60 1,655.12 165.51 14,345.25 2,611.47 261.15 11,476.20 5,480.52 548.05 9,563.50 7,393.22 739.32

 Family Coverage  Family  Family 15,301.60 2,447.36 244.74 14,345.25 3,403.71 340.37 11,476.20 6,272.76 627.28 9,563.50 8,185.46 818.55

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

0.8 FTE PAYROLL DEDUCTION 0.75 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction Payroll Deduction Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

0.60 FTE PAYROLL DEDUCTION 0.50 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction
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Kaiser HMO Plan 6 (with Chiropractic and Vision Exam (includes Lenses))
2019-20 Health Benefits Cap & Estimated Payroll Deductions for Full Time & Part-Time Administration, Certificated & Classified Employees

District Pro-rated

Medical Dental Vision Medical Dental Vision Total Cap (100%) Annual Monthly Cap (90%) Annual Monthly
 Employee Only  Emp  Emp 6,853.92 700.68 91.80 7,646.40 $9,127.00 0.00 0.00 8,214.30 0.00 0.00
 Employee Only  Emp+1  Emp+1 6,013.92 1,296.12 170.52 7,480.56 $9,127.00 0.00 0.00 8,214.30 0.00 0.00
 Employee Only  Family  Family 6,013.92 1,996.32 262.56 8,272.80 $9,127.00 0.00 0.00 8,214.30 58.50 5.85
 Employee+1 Dependent  Emp  Emp 11,787.72 700.68 91.80 12,580.20 $15,020.00 0.00 0.00 13,518.00 0.00 0.00
 Employee+1 Dependent  Emp+1  Emp+1 11,787.72 1,296.12 170.52 13,254.36 $15,020.00 0.00 0.00 13,518.00 0.00 0.00
 Employee+1 Dependent  Family  Family 11,787.72 1,996.32 262.56 14,046.60 $15,020.00 0.00 0.00 13,518.00 528.60 52.86
 Family Coverage  Emp  Emp 14,902.08 700.68 91.80 15,694.56 $19,127.00 0.00 0.00 17,214.30 0.00 0.00
 Family Coverage  Emp+1  Emp+1 14,902.08 1,296.12 170.52 16,368.72 $19,127.00 0.00 0.00 17,214.30 0.00 0.00
 Family Coverage  Family  Family 14,902.08 1,996.32 262.56 17,160.96 $19,127.00 0.00 0.00 17,214.30 0.00 0.00

Pro-rated Pro-rated Pro-rated Pro-rated
Medical Dental Vision Cap (80%) Annual Monthly Cap (75%) Annual Monthly Cap (60%) Annual Monthly Cap (50%) Annual Monthly
 Employee Only  Emp  Emp 7,301.60 344.80 34.48 6,845.25 801.15 80.12 5,476.20 2,170.20 217.02 4,563.50 3,082.90 308.29
 Employee Only  Emp+1  Emp+1 7,301.60 178.96 17.90 6,845.25 635.31 63.53 5,476.20 2,004.36 200.44 4,563.50 2,917.06 291.71
 Employee Only  Family  Family 7,301.60 971.20 97.12 6,845.25 1,427.55 142.76 5,476.20 2,796.60 279.66 4,563.50 3,709.30 370.93
 Employee+1 Dependent  Emp  Emp 12,016.00 564.20 56.42 11,265.00 1,315.20 131.52 9,012.00 3,568.20 356.82 7,510.00 5,070.20 507.02
 Employee+1 Dependent  Emp+1  Emp+1 12,016.00 1,238.36 123.84 11,265.00 1,989.36 198.94 9,012.00 4,242.36 424.24 7,510.00 5,744.36 574.44
 Employee+1 Dependent  Family  Family 12,016.00 2,030.60 203.06 11,265.00 2,781.60 278.16 9,012.00 5,034.60 503.46 7,510.00 6,536.60 653.66
 Family Coverage  Emp  Emp 15,301.60 392.96 39.30 14,345.25 1,349.31 134.93 11,476.20 4,218.36 421.84 9,563.50 6,131.06 613.11
 Family Coverage  Emp+1  Emp+1 15,301.60 1,067.12 106.71 14,345.25 2,023.47 202.35 11,476.20 4,892.52 489.25 9,563.50 6,805.22 680.52
 Family Coverage  Family  Family 15,301.60 1,859.36 185.94 14,345.25 2,815.71 281.57 11,476.20 5,684.76 568.48 9,563.50 7,597.46 759.75

NOTES:  
Benefits Cap:  The District benefits cap allocation for 2019-20 is a three-tiered sliding cap.  The cap is determined by the number of enrolled (the employee plus any dependents) in a medical plan
(Blue Cross PPOs or Kaiser HMOs).  The cap is $9,127 for employee-only medical coverage, $15,020 for employee plus one dependent, $19,127 for employee plus two or more dependents.
Eligible part-time employees receive a pro-rata share of the annual allowance.  A monthly payroll deduction will be taken September through June for employees who select a plan that exceeds the
selected cap.
 
Eligible Part-Time Employees:  Eligible part-time employees are those who work 0.5 FTE or greater.

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

THE COST OF PREMIUMS WILL BE:

IF YOU SELECT THIS LEVEL OF HEALTH 
BENEFIT COVERAGE FOR YOURSELF AND 
DEPENDENTS:

0.8 FTE PAYROLL DEDUCTION
Payroll Deduction Payroll Deduction Payroll Deduction

1.0 FTE PAYROLL DEDUCTION 0.9 FTE PAYROLL DEDUCTION

0.50 FTE PAYROLL DEDUCTION

Payroll Deduction Payroll Deduction

Payroll Deduction

0.75 FTE PAYROLL DEDUCTION 0.60 FTE PAYROLL DEDUCTION
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